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Review of the Outcome Literature 
Ray Eads and Mo Yee Lee 
The Ohio State University 
Abstract 
Directly confronting and processing past trauma can be distressing for clients and may 
contribute to the high dropout rates among leading trauma treatments. Solution-focused 
therapy (SFT) primarily focuses on the present and future and has been proposed as a 
strengths-based alternative for treating trauma survivors. This review systematically evaluated 
the existing outcome literature for the effectiveness of SFT for trauma survivors. Multiple 
databases were searched using search terms to identify results for solution-focused therapy as 
a treatment for trauma survivors. Eligible studies included experimental, quasi-experimental, 
or pre-post designs that reported outcome measures following SFT-based treatment. A total of 
five studies met inclusion criteria and were evaluated and summarized. Four out of the five 
studies included data on within-subjects changes in the SFT treatment group, reporting 
statistically significant improvements on trauma symptoms, recovery, self-esteem, and 
parenting, with moderate to large effect sizes. Three studies compared SFT with treatment-as-
usual (TAU) or no treatment and found mixed results. Compared to control groups, SFT 
showed statistically significant improvements with large effect sizes on post-traumatic growth 
and sleep issues, but effect sizes for trauma symptoms were small and not statistically 
significant or varied greatly between different reporters. The existing literature provides initial 
evidence of overall improvement for trauma survivors who received SFT, but the effectiveness 
of SFT at addressing trauma symptoms requires further investigation. More high quality, 
controlled studies are needed to evaluate SFT as a trauma treatment. 
Solution Focused Therapy for Trauma Survivors: A Review of the Outcome Literature 
     Trauma is a significant public health issue with wide-ranging consequences for individuals 
and communities (Magruder, McLaughlin, & Elmore Borbon, 2017). Up to 70% of people  
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experience some form of trauma in their lifetime, with an average of up to three traumas per  
person (Kessler et al., 2017). The risk of trauma exposure varies widely across different 
countries due to variations in experiences related to war, crime, and disasters (Burri &  
Maercker, 2014), but many traumatic experiences are more common to everyday life—such 
as interpersonal violence, sexual assault, and sudden loss of loved ones (Kessler et al., 2017). 
Traumatic experiences that cause symptoms such as hyperarousal, flashbacks, and intense 
psychological distress may lead to a diagnosis of post-traumatic stress disorder (PTSD) 
(American Psychiatric Association [APA], 2013), but only if the traumatic event meets narrow 
and controversial criteria related to threat of death, severe injury, or sexual violence (Pai, Suris, 
& North, 2017). Qualitative research drawing on the lived experiences of participants indicates 
that PTSD criteria encompass only a small portion of problematic symptoms secondary to 
trauma, and instead suggests a complex relationship among relational distress, individual 
distress, and resilience (Coulter & Mooney, 2018). In response to the limitations of the PTSD 
diagnosis, there has been increased attention in the research literature to complex trauma and 
developmental trauma, which include repeated traumatic exposures and trauma beginning in 
early developmental stages (Denton, Frogley, Jackson, John, & Querstret, 2017; Wamser-
Nanney & Vandenberg, 2013). 
Effects of Trauma 
     Traumatic experiences are associated with a variety of co-occurring disorders and 
disproportionately affect vulnerable populations (Mørkved et al., 2018; Slack, Font, & Jones, 
2017). The effects of childhood trauma continue to reverberate through later life. Adverse 
childhood experiences (ACE) are associated with problematic changes in brain structure, 
mental and physical health problems in adulthood, and even early death (Brown et al., 2009; 
Herzog & Schmahl, 2018). The experience of childhood trauma is also associated with mental 
illness and substance use disorders, and increased exposure to repeated childhood trauma is 
related to increased rates of psychosis (Mørkved et al., 2018). There is also a relationship 
between child abuse and more severe psychosis; trauma from psychological abuse is associated 
with increased hospital admissions, and sexual abuse doubles the likelihood of attempting 
suicide (Álvarez et al., 2011). Trauma and PTSD are both found at high rates among youth in 
foster care, with males more likely to experience interpersonal violence and females more 
likely to experience sexualized violence (Salazar, Keller, Gowen, & Courtney, 2013). 
Trauma Treatment 
     Considering the high prevalence and lasting impacts of trauma, effective interventions are 
needed to address symptoms and promote healing following the experience of trauma. There 
has been significant focus on evaluating effective treatments for PTSD among adults, children, 
and people with serious mental illnesses (Bisson, Roberts, Andrew, Cooper, & Lewis, 2013; 
Gillies, Taylor, Gray, O’Brien, & D’Abrew, 2012; Sin, Spain, Furuta, Murrells, & Norman, 
2017). 
In general, research supports the effectiveness of psychotherapy for improving symptoms 
related to trauma among adults and children (Bisson et al.; Gillies et al., 2012). However, the 
evidence is weaker for the treatment of PTSD symptoms in persons who also have diagnoses 
of serious mental illnesses (Sin et al., 2017). The most tested interventions for PTSD symptoms 
are trauma-focused cognitive behavioural therapy (TF-CBT), exposure therapy, eye movement 
desensitization and reprocessing (EMDR), and non-trauma focused cognitive behavioural 
therapy (CBT; Bisson et al.). While the overall evidence supports the effectiveness of 
psychotherapeutic approaches, there is weaker evidence that these treatments are significantly 
more effective than other psychotherapies (Bisson et al., 2013). The most commonly tested 
trauma treatments—TF-CBT, EMDR, and exposure therapy (Bisson et al.)—reflect a linear 
perspective that trauma treatment must directly address the traumatic event to be effective. 
However, there is growing interest and evidence for present-centered therapy (PCT) as an 
effective alternative to “active” treatments focused specifically on trauma (Belsher et al.). 
Drawbacks of a Trauma-focused Approach 
     Trauma can be a difficult subject for clients to discuss. By the nature of PTSD’s diagnostic 
criteria, clients with PTSD likely already experience flashbacks, hypervigilance, and 
psychological distress (APA, 2013), even without the added stress of having to recall traumatic 
memories during therapy. Incompetence or lack of empathy among helping professionals can 
result in a client’s re-traumatization rather than healing (Newgent, Fender-Scarr, & Bromley, 
2002). The potential drawbacks of a trauma-focused approach are evident in the high dropout 
rates for PTSD treatments, which include reported dropout and non-response rates as high as 
50% (Schottenbauer, Glass, Arnkoff, Tendick, & Hafter Gray, 2008). One meta-analysis found 
that various trauma treatments showed similar dropout rates when compared with each other, 
with the exception that PCT showed notably lower dropout rates than trauma-focused 
therapies (22% for PCT compared to 36% for trauma-focused; Imel, Laska, Jakupcak, & 
Simpson, 2013). This has contributed to increased interest in PCT as a frontline treatment for 
trauma, but the authors of a Cochrane Review Protocol point out that PCT was originally 
designed only as a comparator condition for TF-CBT, and thus its design can likely be improved 
upon (Belsher et al., 2017). 
Solution-Focused Therapy 
     Solution-focused therapy (SFT) originated at the Brief Family Therapy Center in 
Milwaukee, Wisconsin, with an emphasis on the construction of solutions rather than 
assessment of problems (de Shazer et al., 1986). Like PCT, SFT does not focus on the past, 
except to elicit past successes and exceptions to problems (De Jong & Berg, 2013). Unlike PCT, 
SFT has an intentional design based in constructivist philosophy, systems theory, and 
observations from real-world practice with clients and families (de Shazer et al., 1986). The 
fundamental shift from a problem-solving approach to a solution-building approach eschews  
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the need for detailed discussion of past events, and instead necessitates a present- and future-
focused orientation to generate change that is meaningful from the client’s point of view (De  
Jong & Berg). SFT techniques such as praise, exploring past successes, and looking for 
exceptions to problems reflect a strengths-based orientation that may help with problems such 
as client “resistance” or treatment drop out (De Jong & Berg). 
Solution-Focused Therapy for Trauma 
     SFT has been applied to clients managing a variety of different forms of trauma (Froerer, 
von Cziffra-Bergs, Kim, & Connie, 2018), with an emphasis on post-traumatic success rather 
than PTSD symptoms or the trauma itself (Bannink, 2008). Trauma can produce overwhelming 
feelings of helplessness and hopelessness (Sklarew & Blum, 2006), but SFT offers a number of 
strategies for empowering clients and building hope (De Jong & Berg, 2013). First, the 
exploration of exceptions can help clients identify the times when they are already able to 
manage the symptoms or effects of their trauma and could generate hope that these moments 
of exception can increase in the future. Second, the emphasis on small changes—which will 
reverberate through client systems to become larger change (De Jong & Berg)—may seem 
more realistic and manageable for trauma survivors than attempting to directly confront their 
worst trauma. The miracle question may not be appropriate for clients who have experienced 
severe trauma, as this does involve picturing the trauma completely gone and may be too much 
for some clients to imagine (Coulter, 2014).  
     SFT has demonstrated effectiveness across a variety of populations and problem areas 
(Gingerich & Peterson, 2013; Kim, 2008). Research has also supported the utility of resource-
based and future-oriented processes in SFT techniques (Franklin, Zhang, Froerer, & Johnson, 
2017), which are key to the conceptual case for SFT as a trauma treatment. SFT has been 
applied to work with populations with a high prevalence of trauma history, such as child 
welfare (Sabalauskas, Ortolani, & McCall, 2014). Growing evidence supports the effectiveness 
of SFT among foster care youth; SFT has demonstrated improved results in placement stability 
(Koob & Love, 2010), self-efficacy (Cepukiene, Pakrosnis, & Ulinskaite, 2018), and behaviour 
problems (Cepukiene & Pakrosnis, 2011). Systemic group therapy—with a similar orientation 
to SFT—outperformed a psychoanalytic group for adult survivors of childhood sexual abuse 
(Lau & Kristensen, 2007), though the treatment effects diminished over time (Elkjaer, 
Kristensen, Mortensen, Poulsen, & Lau, 2014). With a strong conceptual argument for SFT’s 
applicability to trauma (Bannink, 2008; Coulter, 2014), current application of SFT for trauma 
treatment (Froerer et al., 2018), and evidence of effectiveness in populations where trauma is 
likely (Cepukiene & Pakrosnis, 2011; Cepukiene et al.; Koob & Love), a review of the evidence 
for SFT for trauma survivors is warranted. 
Method 
     The present study aimed to conduct the first systematic review of the outcome literature 
for the effectiveness of SFT for trauma survivors, and to evaluate the methodological rigor and 
fidelity of existing studies. For the purposes of the review, studies needed to clearly identify  
the presence of trauma history among the entire treatment group or employ a direct measure 
of trauma symptoms. Due to the systemic nature of SFT—where change in one area is expected 
to cause change throughout the system—additional outcome measures unrelated to trauma 
were assessed as part of the effectiveness of SFT so long as the entire sample consisted of 
trauma survivors. As a result of the variety of outcome measures included, the authors decided 
not to employ meta-analytic techniques as part of the review.  
Selection Criteria 
     The study aimed to obtain as much useful information as possible regarding a topic that 
has never previously been the subject of a systematic review. For this reason, the study sought 
all available outcome literature on the effectiveness of SFT for treatment with trauma 
survivors. For the purposes of the review, we included any research study—published or 
unpublished—that 1) utilized identifiable SFT techniques with a treatment group, 2) identified 
the entire sample as trauma survivors or directly measured the effect of SFT on trauma 
symptoms, and 3) reported quantitative outcome measures. Unpublished dissertations met 
inclusion criteria but masters theses found in database searching were excluded. Study designs 
could include randomized controlled trials (RCTs), quasi-experimental designs, or one group 
pre-post designs; single subject designs and case studies were excluded. Though randomized 
controlled studies are considered the most rigorous evidence (Engel & Schutt, 2017), we 
decided to include a broader range of methodologies to allow for the most comprehensive 
review possible of the literature regarding SFT for trauma survivors. 
Search Process 
     The search process began with database searches to identify studies related to the treatment 
of trauma survivors or trauma symptoms that used a solution-focused approach. Since there 
has been no prior review on the topic area, we searched the time period up to and including 
June 2019. The search included the following databases: EBSCOHost (Criminal Justice 
Abstracts with Full Text, MEDLINE, PsycINFO, Social Work Abstracts, SocINDEX with Full 
Text), PubMed, Web of Science, ProQuest Dissertations and Theses, Campbell Collaboration, 
and Cochrane Library. In each database, we searched for SFT studies by searching titles, 
abstracts, and keywords for “Solution focused” OR “SFBT” OR “SFT,” and narrowed results to 
trauma survivors by adding an additional title, abstract, and keyword search for “trauma*” OR 
“PTSD” OR “post-traumatic” OR “abuse” OR “victim” OR “violence” or “survivor.” In addition 
to database searching, the grey literature was assessed by looking for studies on 
ClinicalTrials.gov, as well as by contacting SFT researchers. We also reviewed the reference 
lists of included studies and identified one potential study from the reference list of a 
systematic review evaluated during the full-text review process. Studies written in languages  
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other than English were included in the review and were assessed based on their English 
abstract; no studies in other languages proceeded to full-text review. The search process 
identified 676 total records for screening and review. 
Figure 1. Systematic Review Process 
Screening and Eligibility Review 
     From the initial pool of 676 records, we eliminated 275 duplicate results so that 401 records 
progressed to the screening process (see Figure 1). We then conducted title and abstract 
reviews and excluded a further 333 records that did not meet study selection criteria. The 
remaining 68 articles and dissertations warranted full-text review to determine if they met all 
inclusion criteria. During full-text review, we determined that 37 results did not met criteria 
for being an outcome study, and a further 5 studies did not meet the criteria for using an SFT-
based intervention. The final phase of eligibility screening involved determining whether the 
study used SFT as a treatment for trauma survivors. Twelve studies in the full-text review did 
not relate sufficiently to trauma and were excluded. Another 3 articles used solution-focused 
approaches as part of macro interventions for trauma-informed agencies, and 6 studies used 
SFT with offenders or couples in domestic violence situations; these studies were excluded as 
they were not interventions targeting the survivors of trauma. In total, 63 studies were 
excluded during full-text review, and 5 studies met all inclusion criteria and were included in 
the analysis. 
Data Analysis Strategy 
     For the five studies meeting all inclusion criteria, data were abstracted from the articles 
regarding the study design, intervention, sample size, population, and outcome measures. We 
then assessed each article for its methodological quality and SFT fidelity, adapting a format 
used in a prior SFT review by Gingerich and Peterson (2013). The present study used an 
adapted version of the SFBT Model Adherence Checklist (Smock et al., 2008) to assess for 
seven SFT components and techniques: scaling questions, miracle question, exceptions, goal-
setting, focus on solutions, break for consultation, and compliments/praise. For 
methodological quality, seven common components of high-quality studies were assessed for 
each study: use of a control group, randomization to treatment conditions, clear treatment 
fidelity procedures, large sample size for the treatment group (n > 20), active treatment 
comparison condition, and peer-reviewed publication process (Engel & Schutt, 2017; 
Gingerich & Peterson, 2013). Finally, the present study compiled and summarized the findings 
of each study regarding the effectiveness of SFT for trauma symptoms and/or trauma 
survivors, and the comparative effectiveness of SFT against control groups. When possible, we 
included effect sizes in terms of Cohen’s d that were published by the included studies’ authors, 
that we converted from other published effect sizes into Cohen’s d, or that we calculated 
ourselves from information provided in the included studies’ results sections. 
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Table 1. Study Outcomes and Effect Sizes 
 
Results 
     Five studies met all criteria for inclusion in the review. The studies consisted of two RCTs 
(including one dissertation), one quasi-experimental design, and two single group pretest-
posttest designs. Total sample sizes ranged from 29 to 64, and SFT treatment conditions 
ranged from 18 to 41 participants each. The studies were all assessed to be adequately 
powered, which was supported by the later observation that each study produced at least one 
statistically significant effect size. Four of the five studies had samples comprised entirely of 
trauma survivors, which included mothers and adolescent girls with history of childhood 
sexual abuse, mothers whose children had received an autism spectrum disorder (ASD) 
diagnosis, and children with sleep problems and assessed trauma history. Kim, Brook, and Akin 
(2018) did not specify trauma history for their sample of child welfare parents with substance 
use problems—though a high prevalence of trauma is expected for this population—so only 
the outcome measure directly assessing trauma symptoms was included in the review. In 
addition to the trauma histories among studies’ participants, four out of the five studies also 
included outcome measures related to trauma symptoms, post-traumatic growth, or recovery 
following sexual abuse. Table 1 shows the study designs and samples, as well as outcome 
measures and effect sizes. 
Intervention Outcomes  
     As shown in Table 1, the included studies employed a variety of outcome measures 
capturing symptoms and recovery directly related to trauma, as well as additional benefits of 
SFT treatment on the lives of trauma survivors. The inclusion of indirect as well as direct effects 
of SFT on trauma reflects the systemic perspective underlying SFT. Among the direct measures 
related to trauma, two studies used outcome measures specifically assessing trauma symptoms, 
which included: Trauma Symptom Checklist-40 (TSC-40); Child Reaction to Traumatic Events 
Scale-Revised (CRTES-R; child report); and Connecticut Trauma Screen (CTS; parent report). 
     Additionally, two studies directly measured growth or recovery following the experience of 
trauma, which included: Post-traumatic Growth Inventory (PTGI; Chinese version) and The 
Solution Focused Recovery Scale for Survivors of Sexual Abuse. In addition to the outcomes 
directly related to trauma, included studies also measured additional benefits of SFT for 
trauma survivors, including sleep problems (Sleep Self Report [SSR]), self-esteem (Rosenberg 
Self-Esteem Scale), parenting (Parenting Sense of Competence Scale [PSOC], Kansas Parental 
Satisfaction Scale [KPS], and Index of Parental Attitudes), and knowledge of positive coping 
strategies (The Skill Mastery Test [SMT]). 
     Since included studies measured outcomes in terms of within-subjects improvement over 
time, improvement compared to no treatment, and improvement compared to treatment-as-
usual (TAU), it is important to analyze various categories before discussing the overall 
evidence of SFT effectiveness. 
  
Design (Control 
condition) 
Sample 
Size 
Sample 
Population 
  Effect Size 
Study Outcome Measures 
Within Group 
Treatment / 
Control 
Between 
Group 
Kim, Brook, & 
Akin (2018) 
Experimental  
(vs. TAU) 
64 Child welfare 
parents 
Trauma Symptom 
Checklist-40Ɨ (TSC-
40) 
TSC-40: .76* / 
.62*  
TSC-40: .29 
Liu (2017) 
[dissertation] 
Experimental  
(vs. TAU) 
41 Children with 
sleep 
problems and 
trauma history 
Child Reaction to 
Traumatic Events 
Scale-Revised 
(CRTES-R) 
Connecticut Trauma 
Screen (CTS) 
Sleep Self Report 
(SSR)  
CRTES-R: 
.82** / -.09 
CTS: IDR 
SSR: IDR 
CRTES-R: 
1.00* 
CTS: .06 
SSR: 1.05* 
Zhang, Yan, Du, 
& Liu (2014) 
Quasi-
experimental  
(vs. No 
treatment) 
43 Mothers of 
ASD children 
Post-traumatic 
Growth Inventory 
(PTGI) [Chinese 
version] 
PTGI: IDR PTGI: 
Post-test: 
1.26** 
6-month 
follow up: 
.92** 
Hiebert-Murphy 
& Richert (2000) 
One Group 
Pretest-Posttest 
(N/A) 
29 Mothers with 
CSA history 
Rosenberg Self-
Esteem Scale 
Parenting Sense of 
Competence Scale 
Kansas Parental 
Satisfaction Scale 
Index of Parental 
Attitudes 
Self-esteem: 
.68** 
Parenting 
efficacy: .47* 
Parenting 
  self-esteem: 
.81** 
Attitude 
toward 
 children: .53*  
N/A 
Kruczek & 
Vitanza (1999) 
One Group 
Pretest-Posttest 
(N/A) 
41 Teen girls with 
CSA history 
The Solution Focused 
Recovery Scale for 
Survivors of Sexual 
Abuse 
The Skill Mastery 
Test (SMT) 
Recovery: 
2.62** 
SMT = IDR 
N/A 
Note. TAU = Treatment as usual; N/A = Not Applicable; ASD = Autism Spectrum Disorder; CSA = Childhood Sexual 
Abuse; Effect Size = Cohen's d  
IDR = Insufficient data reported to calculate effect size     
ƗFor Kim et al., the entire sample did not have established trauma history, so only the trauma symptom measure was 
assessed  
*statistically significant at p < .05; **statistically significant at p < .01    
Positive effect size indicates desired direction (improvement or favoring treatment), negative effect size indicates change in undesired 
direction 
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Within-subjects findings. All five included studies reported results of within-subjects changes 
over the course of treatment, though, for several measures  
 (CTS, SSR, PTGI, SMT) there was not sufficient data reported to calculate an effect size. On 
direct measures of trauma symptoms (TSC-40, CRTES-R), subjects in SFT treatment groups 
showed statistically significant improvements in their trauma symptoms with moderate to 
large effect sizes (d = .76 – .82). On the TSC-40, the control group also showed statistically 
significant within-group improvements with moderate effect size (d = .62), but on the CRTES-
R the control group showed slight regression (d = -.09). The reporting in Liu (2017) did not 
allow within-subjects effect sizes to be calculated on the CTS, but visual inspection of reported 
results showed notable improvements for both the SFT and control groups. As the CRTES-R 
(child report) and CTS (parent report) represent trauma symptom measures from two sources 
within the same study, it is unclear why the control group in Liu’s study varied so significantly 
between child and parent reports; however, the SFT group showed improved PTSD symptoms 
on both child and parent reports. On direct measures of post-traumatic growth or recovery, 
the SFT group in Kruczek and Vitanza (1999) showed statistically significant improvements in 
symptom recovery with a very large effect size (d = 2.62). Zhang, Yan, Du, and Liu (2014) did 
not report sufficient data to report within-subjects effect sizes on the PTGI, but visual 
inspection showed notable improvement in the SFT group and no significant change in the 
control group. 
     For the additional indirect benefits (not directly related to trauma) from SFT with trauma 
survivors, three studies reported data on additional benefits but only Hiebert-Murphy and 
Richert (2000) reported sufficient data to calculate effect sizes. The SFT treatment for mothers 
with history of childhood sexual abuse showed statistically significant improvements related 
to self-esteem (d = .68 – .81) and parenting (d = .47 – .53). The authors also published 
significant results on parental satisfaction from the PSOC but noted that the improvement in 
parental satisfaction on KPS was not significant (p = .11) without reporting the data, so the 
effect size on parental satisfaction was excluded from this review. For sleep problems (SSR), 
visual inspection showed improvements for both the SFT and control groups, and for 
knowledge of coping strategies (SMT). Kruczek and Vitanza (1999) noted visual evidence of 
improvement that did not achieve statistical significance. 
Between-group findings. Three of the included studies used control groups that allowed 
statistical testing between the treatment and control conditions. For post-traumatic growth, 
Zhang et al. (2014) tested SFT against a no-treatment control condition. The PTGI scores were 
significantly better for the SFT group at both post-intervention and 6-month follow-up, with a 
very large effect size in favor of SFT at post-intervention (d = 1.26, p < .01) and a large effect 
size favoring SFT at 6-month follow-up (d = .92, p < .01). Two other studies compared SFT 
to a TAU control group and tested direct measures of trauma symptoms. Liu (2017) compared 
solution-focused art therapy provided during a summer youth program to a control group 
receiving only the summer youth program. The findings on the effectiveness of SFT compared 
to the youth program differed between child and parent report of PTSD symptoms. Based on 
CRTES-R (child report) scores, SFT significantly outperformed TAU in reducing PTSD 
symptoms with a very large effect size (d = 1.00, p < .05). However, based on CTS (parent 
report) scores, there was no meaningful difference between SFT and TAU (d = .06). Liu (2017) 
also tested SFT for sleep problems (SSR) among trauma survivors against TAU and found a 
large effect size (d = 1.05, p < .05) favoring SFT. Finally, Kim et al. (2018) compared SFT to 
a TAU condition consisting of other research-supported treatments used by agency clinicians, 
which mostly consisted of CBT, TF-CBT, and motivational interviewing. The study found a 
small effect size in favor of SFT (d = .29) for improved TSC-40 scores at post-treatment, but 
the effect was not statistically significant. Based on this finding, Kim et al. concluded that SFT 
showed comparable effectiveness with other evidence-based treatments. The overall evidence 
for SFT versus TAU for trauma symptoms varies widely, with effect sizes ranging from very 
small to large (d = .06 – 1.00) in favor of SFT.  
Harms from SFT treatment? 
     None of the five included studies indicated evidence of harm caused by SFT with trauma 
survivors. In fact, all within-subjects changes mentioned by study authors showed some 
improvement following SFT even if the trend was not statistically significant, and none of the 
control groups outperformed SFT when compared on outcome measures. 
Treatment Fidelity and Study Quality 
     In addition to compiling the empirical evidence for SFT for trauma survivors, the present 
study sought to evaluate the quality and methodological rigor of included studies. The included 
studies provided SFT-based interventions through a number of modalities, including individual 
counselling, group treatment, and art therapy (see Table 2). This review assessed the SFT 
treatment fidelity of each included study, and also evaluated the quality of the study design. 
SFT fidelity. To determine whether the treatments delivered in each study met criteria for 
being solution-focused, the author assessed each study for evidence of seven solution-focused 
techniques: scaling, miracle question, exceptions, goal-setting, focus on solutions, consultation 
break, and compliments/praise (Smock et al., 2008; SFBTA, 2013). All three of the controlled 
studies included six out of the seven SFT components, indicating a high level of fidelity to SFT 
principles and techniques. Both RCTs also included formal fidelity procedures and measures, 
while the quasi-experimental study employed expert content developers. The two older pre-
post designs employed four and one SFT components respectively, with no formal fidelity 
process, indicating moderate to poor SFT treatment fidelity. 
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Table 2. Intervention Fidelity and Study Quality Study quality. The present review also assessed the methodological quality of the included 
studies using seven components of design quality: control groups, randomization, peer-
reviewed publication process, formalized treatment fidelity process, large treatment group 
sample size (n > 20), active treatment control condition, and objective outcome measures 
(Engel & Schutt, 2017; Gingerich & Peterson, 2013). Only one study (Kim et al., 2018) 
included all seven quality components, representing a high level of methodological quality and 
rigor. The other RCT (Liu, 2017) included six out of seven quality components, but was an 
unpublished dissertation that did not go through a peer-review process. Also, the wide 
variation in the control group’s post-test PTSD scores between child and parent reports raises 
concerns about the study’s measurement validity. The remaining three studies each met three 
out of seven quality criteria, with only Zhang et al. (2014) including a control group, 
representing lower methodological quality susceptible to various threats to internal validity 
(Engel & Schutt). These three studies all lacked formal fidelity processes, which weakens the 
conclusions that can be drawn regarding the effectiveness of SFT for their reported outcome 
measures. In the case of Kruczek and Vitanza (1999) in particular, it is questionable whether 
the intervention tested truly represents SFT. 
Discussion 
     The present study conducted the first systematic review of the effectiveness of SFT for the 
treatment of trauma survivors. The evidence base for SFT for trauma is still in an emerging 
developmental state, with only five studies meeting inclusion criteria for SFT outcome studies 
for trauma survivors. Despite the small number of studies and dearth of high-quality studies, 
the review provides valuable insights into the potential benefits of SFT with trauma survivors. 
Effectiveness of SFT for Trauma Survivors 
     The existing outcome literature provides initial evidence of the overall effectiveness of SFT 
for treating survivors of trauma. In particular, within-subjects treatment effects showed 
moderate to large effect sizes on direct measures of both trauma symptoms and recovery, as 
well as indirect benefits on outcome measures including self-esteem and parenting. The within-
subjects tests meet two criteria for causal validity—time order and association—but cannot 
rule out additional explanations for the change in scores, such as maturation (Engel & Schutt, 
2017). In fact, two measures of direct trauma symptoms also showed notable improvements 
in the control group, and the unpublished dissertation reported large time effects in repeated 
measures ANOVA tests (Liu, 2017). However, the effectiveness of SFT for trauma survivors 
was also supported by between-group tests, particularly for post-traumatic growth and benefits 
for sleep problems. SFT showed large effect sizes for post-traumatic growth (compared to no 
treatment) and for sleep problems (compared to TAU). The use of control groups in both 
studies and randomization in the latter study lend greater confidence to the evidence of 
benefits from SFT for trauma survivors. Though the overall evidence is weakened by fidelity  
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O = objective outcome measures 
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and rigor concerns and the small number of studies, there is some evidence that SFT provides 
both general benefit to trauma survivors and specifically encourages post-traumatic growth 
and recovery. 
SFT for Alleviating Trauma Symptoms 
     A primary concern among many studies of trauma treatments is the reduction of PTSD 
symptoms (Bisson et al., 2013). In this area, the existing evidence regarding the effectiveness 
of SFT is mixed, particularly when compared with TAU. Though all trauma symptom measures 
showed significant improvements following SFT in within-subjects tests, this evidence is 
weakened by similar improvements in control groups. In the highest quality study, SFT 
outperformed TAU that included established trauma treatments, but the effect size was small 
(d = .29) and not statistically significant. In the other RCT, the large effect size favoring SFT 
over TAU on child-reported PTSD symptoms vanished when comparing parent-reported PTSD 
symptoms, suggesting possible measurement issues. More well-controlled studies are needed 
to establish the effectiveness of SFT for alleviating trauma symptoms. 
Appropriateness of SFT for Trauma Treatment 
     The application of SFT to trauma survivors draws from compelling conceptual arguments 
that a solution-focused approach could be an effective means of treating trauma without 
subjecting clients to the stress of directly focusing on traumatic memories. Notably, the 
included studies in this review did not show evidence of harms from SFT, and no evidence 
suggested SFT was less effective than TAU. Furthermore, the benefits seen from SFT with 
trauma survivors on a variety of direct and indirect outcomes provide support for the systemic 
assumptions underlying the SFT treatment approach. The initial evidence supports the 
appropriateness of SFT for trauma survivors, and it is notable that SFT produced favorable 
treatment effects without a direct, past-focused approach to trauma treatment. Therefore, it is 
plausible that some of the clients who drop out of trauma-focused treatments could benefit 
from the SFT approach. The present study did not analyze retention or dropout rates, though 
the comparative dropout rates for SFT versus trauma-focused treatments would be a rich area 
for future research. 
Limitations 
     The small number of studies and lack of high-quality controlled studies significantly limits 
the conclusions that can be drawn regarding the effectiveness of SFT for treating survivors of 
trauma. Many of the conclusions noted in this review are based on within-subjects findings, 
which are especially susceptible to multiple sources of bias. The decision to include weaker 
methodological designs added to the scope of the review but lowers the quality of research 
evidence summarized in this review. Also, the search process did not include hand searching 
of trauma journals, so it is possible that some studies could have been missed; however, the  
final list of studies was sent to leading SFT researchers who felt it was comprehensive. We also 
opted to exclude studies that used SFT as a treatment for perpetrators of trauma as well as 
macro-level responses to traumatized populations, which may have omitted valuable insights 
on the systemic applications of SFT in the field of trauma. This review did not analyze included 
studies’ dropout rates, which would help bolster the case for SFT as an alternative to trauma-
focused treatments with high dropout. 
Implications 
     This systematic review of the outcome literature for SFT for trauma survivors has important 
implications for future research and practice. First, policymakers, agencies, and clinicians 
should consider adding SFT to the evidence-supported treatments offered to clients who have 
experienced trauma. While the evidence for SFT for trauma is in an early developmental stage, 
there is no evidence of harm from SFT or lower effectiveness compared to other treatments. 
More importantly, SFT offers a distinctly different approach than the direct, trauma-focused 
approaches that may contribute to the high dropout rates seen for PTSD treatments (Imel et 
al., 2013). Some traumatized clients who would otherwise drop out of traditional treatment 
may find SFT a more acceptable alternative. Even as the evidence base continues to build for 
SFT as a trauma treatment, clients who prefer a present-focused or strengths-based approach 
should be given the option of receiving SFT as part of an approach that allows clients to discuss 
their traumatic experiences if they choose, but without pressuring them to do so. 
Future Research 
      The current review’s findings indicate the need for additional research on the effectiveness 
of SFT for trauma survivors. The current evidence suffers from a small number of studies and 
low-quality research designs, so additional studies with randomized, experimental designs 
would add considerably to the quality of the evidence for SFT for trauma treatment. In 
particular, more research is needed regarding the effectiveness of SFT at alleviating trauma 
symptoms when compared with other treatments. Also, the conceptual basis for SFT for trauma 
treatment warrants additional research on the comparative retention rates between SFT and 
trauma-focused treatments. This review did not analyze dropout rates, but future research 
studies and systematic reviews should seek to determine whether SFT involves lower dropout 
than trauma-focused approaches. Finally, the search process uncovered a number of studies 
regarding SFT with perpetrators of trauma and couples experiencing domestic violence – this 
alternative approach to use SFT to prevent future trauma may warrant its own systematic 
review. 
Conclusion 
     This study conducted the first systematic review of the effectiveness of SFT for the 
treatment of trauma survivors. Though based on a small number of studies with limited quality, 
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the evidence provides initial support for the benefits of SFT for trauma survivors without 
needing to directly focus on past trauma. Additional research is needed in this area, especially 
regarding the effectiveness of SFT for alleviating trauma symptoms when compared with other 
treatments. The conceptual basis for SFT for trauma suggests that SFT may involve a lower 
dropout rate than trauma-focused treatments, but this was not a focus of the review. Future 
studies should seek to replicate the positive effects of SFT with trauma survivors, and also test 
retention rates for SFT versus trauma-focused treatment. 
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